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DIVERSICARE OF SMYRNA

STREET ADDRESS, CIYY, STATE, ZIP CODE
200 MAYFIELD DRIVE
SMYRNA, TN 37467

! FROVIDER'S PLAN OF CORRECYION

$8=D | CFR(s): NFPA 101

' Hazardous Areas - Enclosure
| 2012 EXISTING

i Hazardous areas are
| having T-haur fire resistance rating (with 3/4-1
f fire rated doors
! system in accordance with 8.7.1 When the

| approved automatic fire axtinguishing system
i optlon is used,
| other spaces by smoke roslsting partitions an
i doors in accordance with 6.4, Doors shall be

! that do not exceed 48 Inches from tha bottom
i the door,

i Describa the floor and zone locations of

- Nazardous areas that are deficlent in REMAR
£19.3.21
;I Areg Adtomatls Sprinkler

i Separation N/A
;& Bofler and Fuel-Fired Heater Rooms
! b, Laundries (larger than 100 square feet)

o, Repualy, Malhtenance, and Paint Shops

| d. Soeiled Linen Rooms (exceeding 64 gallons
; 8. Trash Collection Rooms

i (exceeding 64 gallons)

. . Combustible Storage RaomsiSpaces

i (over 60 squarg feat)

| - Laboratories (if classified as Severe

: Hazard - see K322)

{ This REQUIREMENT
i by:

! Based on abservations,
i mainain their hazardous

i5 not met as evidencs

the facllity feiled to
areas,

; The finding Included:

{

protected by a fira barrler

) of an automalle fire extingulshing |

the areas shall be separated from

oA | EUMMARY STATEMENT OF DEFIGIENGIES i o Powe
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K321 Hazardous Areas - Enclosure K321, k321
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{ gelf-closing or attomatic-closing and permitted to |
i have nonrated or field-applled protective plates ]‘
i

|

|
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A self-closing device was Installed on the door of the
kitchen food storage room on 1.11,18,

All other doors that require a self-closing device or
automatic closing device were checked and no other
needed any addltional devices,

Dietary staff have been in serviced by the DSM and /
or Maintenance Manager on keeping the door free of
any impediments from clesing. The Mainterance
Manager will check doors as part of the center
monitoring program and include the documentation
within the program,

Any concerns identified by the Maintenance Manager
during his monitoring rounds will be reviewed during
the center QAPI for further intervention and/or
follow up if needed. The QAPI is attended by the
Medical Director, Administrator, DNS, ADNS, Clinical
Educator, Dietary Ma nager, Social Services, Actlvities

i Director, Rehab Director, Maintenance Manager,

[ CNA and Business Office Manager,
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K348 | Firs Alarm System - Testing and Majntenance
58s0 | CFR(s): NFPA 101

 Flre Alarm System - Tesling and Malntenance
i Aflre alarm system is teatad and maintained In

i with the requirements of NEPA 70, National

| @nd Signaling Code. Records of system
i available
I 8.1.6,9.7.7,9.7.8, and NFPA 25

i

|

i This REQUIREMENT e not el as gvidanced
by

¢ Baged on observations, the facility falled to

i maintain thair flre alarm system in accordance
f with NFPA 72,

‘ Tha finding included:

. provide documentation for a smoke sensitivity
i test within the tast two vears

| NFPA 101, 19.3.2.5,3(11) (2012 Editian), NFPA
{72,14.4.53.2 (2010 Editlon)

t

; accordance with an approved program complying
¢ Electric Code, and NFPA 72, Natlonal Fire Alarm

; acceptance, malntenance and testing are readily

{ Document review on 12118/2017 between 11:53
| AM and 12:25 PM, revesled the facility could not

|
i
!

!

i
;
i
'
i

IDENTIFICATION NUMBER: A BUILDING 01  MAIN BLILDING 01 COMPLETED
445160 . WING __ ——— 121182017
STREET ADDRESS, CITY, STATE, ZIF GOOR '
200 MAYFIELD BRIVE
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SUMMARY STATEMENT OF DEFIGIENGIES | D ! PROVIDER'S PLAN OF CORRESTION 1, {xg)
(EACH DEFICIENCY MUST BE PRECEDED By FULL | PrRERY ! (EACH CORRECTIVE AOTION S8HOLILY BE | CoMPLETION
REGLILATORY OR LBC IRENTIFEYING INFORMATION) TAG 1 CROSS-REFERENCED TO THE APPROPRIATE DATE
! . DEFICIENCY)
— E— r __—""_‘-.'w_H"‘-"—\
: - i !
K321 Continued From page 1 | K 321!
}' Observations on 12/18/2017 af 11:10 AM, : ]-
i revaaled the kitchan food storage room was not | ;
! self closing, ; i :
i NFPA 101, 19.3.2.1.8 (2012 Edition) i i
| r :’
' The maintenance director was present for this | i i
inding which was Jater acknowledged by.the | :
i maintenance director on 12/1 812017, i ; e e e e
i K345;: K345

The required smoke se nsitlvity testing was complete
on 12.19.17 by outside vendor.

The Maintenance Manager has entered a 2 year
reminder into the center TELS system sa that there
will be an autormatic alert when the testing is
required agaln,

The Maintenance Manager will report to the QAPI
committee when the required testing is 90 days from
being due. The Maintenance Manzger has been in-
serviced by the administrator, The QAPI s attended
by the Medical Director, Administrator, DNS, ADNS,
Clinical Educator, Dietary Manager, Social Services,
Activities Director, Rehab Director, Maintenance
Manager, CNA and Business Office Manager,

|

i

t
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TR SBUMMARY STATEMENT OF DEFIGIENGIES I PROVIDER'S PLAN OF GORREGTION T
PREFIX | (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORREGTIVE ACTION SHOLLD BE ! COMPLETION
TAG ! REGULATORY OR LSG IDENTIFYING INFORMATION) e | CROSS.REFERENGED YO THE APPROPRIATE | DATE
i | ! DEFICIENGY) i
) ! ! ' E
K 3451 Continued From page 2 | K345 : 9’5,
| | VT
i The malntenance director was present for the [ | /
| findings, which was later acknowledged by the ] L . ————e B
- adminlstrator during the exit confarence on i !
P 12M8/2017. ; ! K919
<919 | Eleclrical Equipment - Other [ K919 ,
85=p CFR(s): NFCIF)AD'IM | The cord noted on the Ice machine hag been
i ] removed and replaced with a new nower cor
=l Eifﬁ?fﬁé;qéﬂfﬂ}fﬁis —siég:gr” e NG followlng the manufacturey's recommendation ang
i LIS : | install j T y
| Chapter 10, Elactrical Equipment, requirements | stelled according to the manufacturer's Instructions
; that are not addressed by the provided K-Tags, | ; 0n116.18.
fbut mre deficlent. This Informatian, along with the | )
i applicable Life Safaty Code ar NFPA standard | - Any future equipment at the center will be installed
i cltation, should be included on Form CMS-2667. | | perthe manufacturer’s recommendations and
.j Chapter 10 (NFPA 9g) i instructions.
| This REQUIREMENT is not met as avidenced | !
by ! | The Maintenan - has i service
i Bmsed on obssrvations, the facllity failed to ! : the 24 ”,-' . & CE_ Manager has been M serviced by
-maintain their electrical equipment. : | & administrator about followlng the manufscturers
Il : i recommendations and guldelines.
¢ The finding Included; g !
5 : |
j Qbservation on 12/18/2017 at 11:13 AM, revealed | ? 1
| an extenslon card that was modified and used as | |
@ power cord for the ios machine. ! i |
INFPA 101, 19.5.1.1 (2012 Edition), NFPA 101, | ; i
19.1.2 (2012 Edition), NFPA 70, 110.12 (2011 ! ! :
! Edition ; ; |
i ] =; i
| The maintenance director wags present for the ; |
!inding, which was later acknowledged by the : : !
{ @dministrator during the exit conterence on f | :
: 12118/2017. | { f
K 820 | Electrical Equipment - Power Cords and Extens | K 9207 !
;
i
i

i Blectrical Equipment - Power Cords and

FORM CM8.2567(02-99) Provicus Varslong Obgoleta

Even( ID: GH?821

Facility I: TN7803
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:' i i PR e
K 920} Continued From page 3 PRS0 R S SR _?Aﬂ?

i Extanslon Cords

| Power strips In a patient cara vieinity are only

| used for components of movable

: patient-caro-related alectrical agulpment

| (PCREE) assembles that have been assembled
by qualified personnel and meet the conditions of
110.2,3.6, Powar strips In the patlent care vicinity
i may not be uaad far non-PCREE (a.g., personal

! eleclronlcs), exceptin long-larm care resldent
 rooms that do not yse PGREE. Power slrips for

{ PCREE maat UL 1363A or UL 60801-1, Power

i slrlps for non-PCREE In the palient care roomsa

! (outslde of vicinlty) meet UL 1363, In non-patient
| cara rooms, power strips meet other UL '

! atandards, All power strips are used with general
| precautions. Extansion cords are nol usad as a

i substitite for fixad wiring of a structura,

i Extenslon cords usad temperarily ars removed
Limmediately upon completion of the purpase for

[ 10.2.4,

i 10.2.3.6 (NFPA 09), 10.2.4
| (NFPA 70), 590.3(0) (NFPA
I This REQUIREMENT s not
i by:

f Based on observations, the facility failed to

i provide the proper power slrips In patient care
| @reas and extenslon cords being utillzed for

| permanent Use,

(NFPA 88), 400-8
70), TIA12-5
mel as evidencad

The findings Includa:

11, Observation on 12/18/2017 &t 9:30 Al

i

: which it was installed and meels the conditlons of !

i revealad an oxygen concentrator pltgged Into an |

f unapproved power strip in the North hall T herapy
{ room.

2. Observation on 12/18/2017 at 10:08 AM,
{ revealed an extension cord being used to power

i The Maintenance Manager has removed all of the
[ INappropriate power strips.

After review for continued need, the Maintenance
i Manager has replaced the power strips with the
approved appropriate equipment

The Maintenance Manager will monitor for
continued compliance during his routine
Mmaintenance rounds in the center. Any concerng
identified that may require any additlonal
Intervention will be reviewed with the administrator

] and at the center QAP] meeting for any addltional

' monitoring for continued compliance. The JAPI ig

,‘ attended by the Medica| Director, Administrator,

|] PNS, ADNS, Clinical Educator, Dietary Manzger, Social
! Services, Actlvities Director, Rehah Olrector,
|

Maintenance Manager, CNA and Business Office
Manager,

L
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(EACH DEFICIENCY MUST BE FPRECEDED BY FuLL
REGULATGRY OR LSC IDENTIFYING INFORMAT ION)

{X4) 1D
PREFIX -
TAG

!

i

D i PROVIDER'S PLAN OF QORRECTION
PREFIX (BACH CORRECTIVE ACHION SHOULD BE

DEFICIENCY)

CROGE-REFERENGED T6 THE APPRQPRIATE

i)
COMPLEYION
DAYE

=i
3
i
]

K820 Continued From page 4
.8 TV In room 202,

3. Observatlon on 12/18/2017 at 10:18 AM,
| rovealnd an extenslon cord powering a

[ reffigerator in the Janitor supply room,

: 4. Observation on 12/16/2017 et 10:33 AM,
revealed an extension cord poweting the
projector In the tralning room,

{

9. Observation on 12/18/2017 at 10:35 AM,
i revealed an extension cord (with a multiplug
i adapter) mounted to the sink in the Salon.

16 Observation on 12/18/2017 at 11:17 AM,
| 18vealed an extension cord powerlng the Direct
| TV system In the mechanlcal reom

7. Observatlon on 12/18/2017 at 11:16 AM,

[ (dalsy chained) that were powered by the

! extension cord listad above.

{

| 8. Observatlon on 12/18/201 7 at 11:50 AM,

i revealed an extansion cord powering a TV in
| room 411,

," NFPA DY, 10.2.4 (2012 Edition)

{ The malntenance diractor was present for these
/ findings which ware [ater acknowledged by the
“administrator during the exit conference on
: 1211812017,
(923 Gas Equipment - Cylinder and Container Storay
§8=D{ CFR(s); NFPA 101

| Gas Equipment - Cylinder and Contalner Storage

| Greater than or equal to 2,000 cubic feal -

| Storage localions are designed, constructed, and |

| revealed 10 power strlps pluaged in back to back

|

!
|

™3 |
:
]

KQZO{

Y P

A
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e
NAME OF PROVIDEK OR suPpLIER

RIVERSICARE o SMYRNA

STREET ADDRESE, CITY, STATE, ZIF CODR
200 MAYFIELD DRIVE:
SMYRNA, TN 37187

LI

_12/18/2017

(xa)
| GOMFLEVION
DATE

(X4310 | | SUMMARY STATEMENT OF DEFICIENGIES | D ! PROVIDER'S PLAN OF CORREQTIIN .
PREFIX | (BACH DEFICIENGY MUET pi PRECEDED BY FULL ! PREFIX i (EAGH CORRECTIVE ACTION SHOULD B J
TAG ! REGULATORY OR Lag IDENTIFYING [MFORMATIGN) i TAG i CROJE-REFERENCED TO THE APPR OPRIATE !
; ; | DEFICIENCY) |
= : e p— ; AT =
K 8235 Continued Fram page & K 923; K923

; ventilated In accordance with 5.1,3,3 2 ang
151333,

[ >300 but <3,000 cubic feet

j Within an enclosed |nterior space of non- o

i limited- combustibla censtructlon, with door (or
' gates outdoors) thal san be secured. Oxidizing
I gases are nol slored with flammables, and are

| SPrinklered) or enclosed in a cablnet of

i 1/2 hr. fire protection rating,
 Lass lhan or equal 1o 300 cuble fegt

i In & single smoke Compartmenl, individual

| eylinders avallable for immedlate use in patlent

{ stored in an enclosure, Cylinders must be
" handled with
PA precautionary sign readaple from § faet is on
, €ach door or gate of a cylinder storaga room,

| where the sign includes the wording as a

I minimum "CAUTION: OXIDIZING GAS(ES)

| STORED WITHIN NO SMOKING,"

| Of which they are recelvad from the supplier,

: Empty eylinders are segragated from full
Leylindera. When facility employs oyfinders with
[ integral pressure gauge, a threshold pressure

s are marked to avoid
Hin the open are protected from wealther,
11301, 11.8.2, 11.3.3,11.3.4, 11.6.5 (NFPA g9)
| This REQUIREMENT js nol met as evidenced
L by

_! Based on observations. thes facility failed to

I! Properly store oxygen containers,

| The finding Included:

: Storags locations are ouldoors in an enclosure or

| saparated from combystibles by 20 feet (5 feat If

: noncombustible construction having a mirimum

| carg areas with an aggregate volume of less than
{ or equal to 300 cubic feet are not requlred (o ba

precautions as specified in 11.6.2.

i Storage ig planned sa oylinders are used in order

s considered empty is established, Emply oylinders
confusian, Cyllnders storad

.f'

[

The oxygen eylinders stored In the closet haye been
removed and relocated to the central supply areg in
the center,

The oxygen eylinders and cylinder holders have been
relocated to an area in central supply in excess of the
required 5 feet and are labeled dppropriaigly,

The Maintenance Manager and Centrg| Supply staff
member will far contlnued compliance.

If any additional interventions arg required to
continue compliance, the Maintenance Manager will
review with the Administrator ang include in the
center QAPI meeting, The QAPI s attendag by the
Medical Director, Administrator, DNS, ADNS, Clinical
Educator, Dietary Manager, Soclal Services, Activities
Director, Rehah Director, Maintenance Supervisor,
CNA and Business Office Manager.
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(FAGH DEFICIENGY MUST g5

PREEIX
TAG

K823 Continued From page 6

i
|

211812017 o
| oxygen stored in the hallway
£ SUPPlY Within 5 ft of combustible materfals,
INFPAI01, 19,3 2.4 (2012 Edition), NFPA 94,
: 11.3.2.3 (2012 Edifion)

11:21 AM, revealed
closet by central

| Obsarvation on

-

 finding which was later acknowledged by the
- administrator during the exit conferance eon

{

1

J

. - |
! The maintenance diractor was presant for the !'
i

F120188/2017, 5
I

i

|
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